It is widely known that conditions during childhood and adolescence are of great importance for future health (Petersen, 2008) . In Sweden, preschool class constitutes the first step of the compulsory school system. Since 1998, all children in Sweden have the right to attend a preschool class when they turn 6 years old. The preschool class is voluntary for the parents and their child, but approximately 95% of all children aged 6 years participate in the preschool class (Lumholdt & Klase'N Mc Grath, 2006) . According to the Education Act, children have the right to an education in an environment that promotes physical, mental, and social health (SFS, 2010:800) . It is well known that learning and health are generated by the same factors (Awartani, Whitman & Gordon, 2008 ) and children's school performance and health have strong connections to their future development. A health-promoting school will strengthen children's mental and physical health, self-esteem, and school performance (Gustafsson, 2009) .
A general summary is that the health of Swedish children is good and that it continued to improve since systematic measurement began in 1948 (Kö hler, 2010) . According to World Health Organization (WHO, 2009) , Sweden is one of the countries where a majority of the children live a healthy and secure lifestyle; children in Sweden regularly eat healthy food, are physically active, and play and go to schools in a secure environment. Swedish schools have the lowest rate of reports of bullying. Since the 1990s, an increase in mental illness among young people has been reported by several sources in Sweden. One result, among others, was that the psychosomatic symptoms had almost doubled (Board of Health and Welfare, 2009 ). Self-reported health (SRH) for psychosomatic symptoms such as headaches, stomachaches, and back pain tend to increase with age, and there is significant gender differences between boys and girls in most of the countries included in the Health Behavior in School-Aged Children (HBSC) study (World Health Organization, 2008) .
The Royal Academy of Sciences (RSAS), in its review, found weak scientific sustainability of the studies that reported increased mental illness among Swedish children and adolescents. The review also states that it is likely that particular psychosomatic disorders have increased and that there is a need to increase knowledge about child and adolescent health, and especially the young children's health (Petersen et al., 2010) .
However, when it comes to research concerning the health of young children, it is always difficult to find reliable and age-appropriate methods. Health itself is a complex concept and consists of many factors. In this study, health is defined according to WHO's definition and described in the following three dimensions: physical, mental, and social. Health is a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity (WHO, 1948) .
The Health Dialogue (HD) concept
The goals for the Swedish School Health Services (SHS) is to monitor children's development, preserving and improving their mental and physical health, to M.R. Holmström et al.
promote healthy lifestyles among the children throughout their school years and to create a relationship based on being available, free of charge, and voluntary. In short, the goals for SHS are to identify health problems, take measures to prevent illness, and promote health (Board of Health and Welfare, 2004; SFS, 2010:800) . One approach used to achieve the goals is the use of the HD. The HD concept consists of the following three parts: (a) a questionnaire; (b) a dialogue between child, parent, and school nurse where the questionnaire results are used as a base for the conversation; and (c) registration of the questionnaire results in the child's SHS medical record and at an epidemiological database. The questionnaire represents a cross-sectional image of the child's SRH according to the child and parents. The HD is offered at three occasions during compulsory school and once in high school; it follows the child's development and growth from 6 to 16 years old and, therefore, repeats the content, but the questions are reformulated to be age appropriate (Jonsson, Wickberg, & Bjö r, 2001) . The aim of this study is to explore the experiences of SRH of 6-year-old boys and girls.
METHODS

Sample and procedure
The data for this study originated from the results of the HD questionnaires from all preschool classes in a county in the middle of Sweden. With large rural areas and a few cities, the county has approximately 250,000 inhabitants.
An epidemiological database, EPI-Child started in 2000, is focused on gathering data concerning children's health. Cooperation was initiated between the county council, the county administrative board, and seven municipalities that resulted in a systematic approach for collecting data (Public Health Center, 2005) .The health of children referred to in this study is based on the results from the 5259 HD questionnaires conducted during 2006Á2009 with 6-year-old children and parents, where the parents had given written consent. Only public schools were included. The study was approved by the Ethics Committee at the Medical Faculty, Umea University (no. 08-122M), and conducted according to the ethical principles recommended by the Research Council.
Dropouts
The total number of preschool children in the county during 2006Á2009 was 7093. Furthermore, 5259 parents approved of registration (written consent) of the HD (5259/709300.74, 74%) ( Figure 1 ). The dropouts consist of the following three layers: (a) organizational changes and working conditions created a hindrance for school nurses and therefore approximately 800 children and parents were never invited to the HD; (b) the parents of approximately 500 children approved of the HD but did not approve of the registration in the database; and (c) the parents of approximately 500 children did not consent to participate in the HD. For ethical Health among 6-year-old children reasons, it is impossible to investigate further in the matter.
The HD questionnaire
The HD is a structured questionnaire consisting of 15 questions related to health each phrased in a positive manner. Six of the questions relate to physical health, five relate to mental health, and four relate to social health. The physical dimension includes nutrition, physical education, school environment, allergies, and sleep habits. The mental dimension includes experiencing comfort in school, anxiety, feeling sad or depressed, bullying, and having the ability to concentrate and work in school. The third dimension is social and includes leisure time, physical activity and playing, and smoking habits at home. The HD is addressed to the parent considering the child's age and reading ability, but it is age-appropriate in language, numbers of questions, and content, and it is enhanced with images and visual estimation scales to enable and ensure the child's participation in the HD. The questionnaire has been tested in two pilot studies. In 2000/ 2001, one municipality in the county participated; and in 2003/2004, the second pilot study took place, and it included the whole county. At both occasions, a survey was distributed to the participating school nurses to explore their experiences working with the HD. After the pilot studies, the questionnaire was revised thoroughly. The number of questions was reduced, along with the level of detail of the issues (Wickberg & Sjö strö m, 2004) . The approach of HD is positive health promoting, and in accordance with this, the variables have been coded and dichotomized consistently as positive (coded 1) and negative (coded 0). The dependent variable was determined to be SRH (My child's health is) and was answered with the following five options: very good health (coded 1), rather good, neither good/ poor, rather poor, and poor (coded 0).
Considering previous research results and a further examination of the correlation between the dependent and independent variables, nine variables were excluded because they proved to be less influential on children's health in the Swedish preschool context.
The following six selected variables were included in a model: (1) comfort in preschool (My child is comfortable in preschool), answered in five options including always (coded 1), often, sometimes, seldom, and never (coded 0); (2) sleep (My child sleeps well), answered in five options including always (coded 1), often, sometimes, seldom, and never (coded 0); (3) headaches were assessed by asking for the frequency of severe headaches during the last 3 months (My child has had severe headaches the last 3 months), answered in five options including never (coded 1), seldom, sometimes, often, and always (coded 0); (4) school lunch (My child has had school lunch), was assessed by a question about frequency of having school lunch during the school week with four answer options including daily (coded 1), 3Á4 times/ week, 1Á2 times/week, and never (coded 0); (5) physical activity was assessed by asking how many occasions per week, outside of school were spent on exercising/playing until getting out of breath or sweaty (My child has been physically active and played), answered in four answer options including daily (coded 1), 3Á4 times/week, 1Á2 times/week, and never (coded 0); and (6) bullying was assessed by asking for occurrence of bullying during the last 3 months, and the question was explanatory with concrete examples of bullying (My child has been bullied by other children in the last 3 months, i.e. has been called names, foul language, pushed around, excluded or in other ways been mistreated, etc.), answered in two answer options including no (coded 1) and yes (coded 0).
Statistical analyses
Analyses were performed to explore the relationship between the dependent variable, experiences of SRH, and a model consisting of six independent variables from the HD. In order to explore the complexity of SRH of preschool children, we compared all children and between boys and girls. Multivariate analyses were conducted using multinomial logistic regression with a 95% confidence interval with the dichotomized variables (Polit, 2010) . The statistical package SPSS version 19.0 was used for statistical analyses.
RESULTS
Of the total sample of 5259 preschoolaged children, 2552 (48.5%) were girls, and 2707 (51.5%) were boys. The sample consists of three academic years with 6-year-old children (Figure 1 ). Experiencing comfortableness in preschool, good sleep, absence of severe Health among 6-year-old children headaches, being physical active/play every day, and not being a victim for bullying shows to be important preschool indicators for boys and girls. Nine of ten children had experienced positive SRH (96.5%) and there were small differences between girls' (96.2%) and boys' (96.8%) SRH (Figure 2 , Table I ). The relationship between a positive SRH to important preschool health variables shows higher odds ratios within the boys concerning having lunch at school (3.5; 1.6Á7.6) and the absence of severe headaches (2.3; 1.9Á2.8). The girls showed a higher odds ratio of positive SRH when associating being a victim for bulling (1.7; 1.4Á2.1), comfortableness in preschool (3.0; 2.4Á3.7), and physical activity (1.5; 1.2Á1.9). Having lunch in school shows no significantly raised odds ratio concerning girls' positive SRH. Both boys (2.4; 1.9Á2.9) and girls (2.4; 2.0Á3.0) showed the same odds ratio of positive SRH when associating sleeping patterns (Table II) .
DISCUSSION
The most essential result shows that nine of ten children had experienced positive SRH (96.5%) and there were small differences between girls' (96.2%) and boys' (96.8%) SRH (Figure 2 , Table I ). This result conforms largely to other studies in the Swedish context concerning older children (WHO, 2008) . The most important health variables tagging in the preschool children's positive SRH are comfortableness in preschool and sleep. Both boys (2.9; 2.4Á3.5) and girls (3.0; 2.4Á3.7) need to feel comfortable in preschool to report a positive SRH in school. The girls seem to be more dependent on comfortableness, being physical active (1.5; 1.2Á1.9), and not being bullied (1.7; 1.4Á2.1), while the boys need to have lunch in school every day (3.5; 1.6Á7.6) and not to show symptoms like severe headaches (2.3; 1.9Á2.9), to report a positive SRH in school. The prevalence for bullying was M.R. Holmström et al. (Table II) . Having lunch in school did not show significantly raised odds ratio for the girls' positive SRH; however, for the boys' positive SRH when associating having lunch in school shows the highest odds ratio (3.5; 1.6Á7.6). These gender differences are hard to explain but one possible explanation for this could be the Swedish context where all children in primary education are offered free school meals according to the Education Act (SFS, 2010:800) and practically all children in the sample have had school lunch every day (Table I) . Boys (2.4; 1.9Á2.9) and girls (2.4; 2.1Á2.8) show high odds ratios of positive SRH when associating sleeping patterns (Table II) . Sleep for children is a complex concept and it is sensitive to cultural and psychosocial influences (Sadeh, Raviv, & Gruber, 2000) , and there are strong associations between childhood sleep disorders and conduct, concentration, and mood problems (Heussler, 2005) . Inadequate sleep among children can be a signal for various problems (Heussler, 2005 , Smaldone, Honig & Byrne, 2007 . Parents are often worried that children do not get enough sleep for their age, and school nurses are often asked questions (Thiedke, 2001) . It is hard for parents to know if a child gets enough sleep, although the need for sleep is relative. Sleep problems during childhood are often overlooked, until it shows in poor school performance or behavior M.R. Holmström et al.
problems (Heussler, 2005) . Parents of children with ADHD report sleep difficulties more frequently, and, therefore, it is relevant to initiate closer examination when parents and children report inadequate sleep (Hvolby, Jorgensen, & Bilenberg, 2009) . By using HD, a school nurse gets the opportunity to identify children with sleep problems, take measurements to prevent sleep problems, and promote good sleep habits. The prevalence for headaches was lower among boys (39.1%) than among girls (42.8%), even though, boys (2.3; 1.9Á2.8) showed higher odds ratio of positive SRH, more than girls (1.8; 1.5Á2.2), when associating headaches in preschool (Tables I and II) . Earlier research also shows that every fifth 6-year-old child experiences headaches, stomach aches, or back pains at least once a week (Petersen, 2008) . It is further stated that children with pain problems functioned worse in school and pain problems as a child often remain as an adult (Petersen, 2008) . A Finnish follow-up study of children aged 6 to 13 years old showed that prepubertal headaches predicted later migraines (Virtanen et al., 2007) , and an Italian study (Guidetti, Fabrizi, Galli, & De Cesare, 1999) shows that headaches and migraines in childhood may be more difficult than in adulthood because the symptomatology shows age-related characteristics that require special approaches. The HD identifies children with headaches and enables the school nurse to examine the cause and the patterns of the headache more thoroughly and provide preventive advices. My child has been physically active/played . . .
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More boys (67.0%) than girls (61.9%) were physically active and played every day, even though girls (1.7; 1.4Á2.1) showed higher odds ratios of positive SRH more than the boys (1.5; 1.2Á1.9), when associating physical activity (Tables I and II). It is well established that physical activity generates positive effects on children's health (WHO, 2009) . Previous research has shown that the playground design and presence of adults are important factors in increasing children's physical activity and play (Sallis et al., 2001) . This indicates the association of school environment with children's physical activity and play. It is vital that the children feel safe and secure in school and that the playground is perceived as safe, welcoming, and inspiring to spontaneous activity and play in order to promote health. There is a paradox in the fact that the majority of the children experienced a positive SRH and experienced good comfort in preschool, considering that 35.7% of the children had experienced being bullied. One possible explanation could be that bullying in the younger age groups sometimes are of a milder character, including the experiences of being excluded, pushed in the lunch line, or treated unfairly (Frånberg, Gill, Nordren, & Wrethander, 2009 ). There is a large individual variation in maturity and development physically, mentally, and socially among children, and it affects how children perceive the environment. It is difficult to interpret the results because the definition of bullying varies (Lee, 2006 (Lee, 2006; Obadina, 2009; Olweus, 1994) .
Methodological considerations
The strengths of this study are the inclusion of children from the general population, the use of identical questionnaires, the low drop-out rate, and a high response rate (74%; Figure 1 ). This enhanced the general applicability of the results. The HD is conducted in a systematic approach by all school nurses in the county. Organizational changes and working conditions have been a hindrance for some school nurses and made it impossible to implement the HD for all. The study design is cross sectional, and this implies that it is not possible to draw any causal conclusions from the results, but it provides an opportunity to present prevalence and explore cross-sectional relationships to children's SRH. It is hard to compare the results from the HD with other studies concerning SRH among 6-year-olds due to the lack of studies. Could the positive approach used in the HD make it difficult to express problems? Could this implicate difficulties in identifying children with health problems? In Sweden, there is a long tradition of great trust in child health care and the use is high *approximately 90Á98%. Childhood is one of the healthiest periods in life (Bremberg, 1998) , and this in regard to the positive approach should not be a hindrance. The HD represents an opportunity for the school nurse to introduce a healthy lifestyle and to address questions about health, and it is well known that an early introduction to a healthy lifestyle is essential in preventing many diseases (Villard, Rydén, Ö hrvik, & Ståhle, 2007) . A study with Danish school children showed that HD inspired students' learning and desires to learn more about their own health (Borup, 1998) . The HD is addressed to the child and the parent, and this could suggest a lack of validity because the setup could imply possibilities to influence the child on how to answer the questions. According to a study that analyzed the dietary and physical activity behaviors in children using questionnaires and, afterward, a phone interview with the parents, there were no discrepancies in childrenÁparents responses (Economos et al., 2008) . The questionnaire used in the HD is ageappropriate in language, numbers of questions, and content; is enhanced with images and visual estimation scales; and uses concrete examples (Jonsson, Wickberg, & Bjö r, 2001 ).
Methodological challenges
In research concerning children, it is always difficult to find methods that are valid and reliable. It is always important to keep in mind a child's development age when interpreting responses (Cremeens, Eiser, & Blades, 2007) and that the child is always in a position with less power just because he or she is a child. There are studies that show that 6-yearold children have a basic and concrete understanding of health that is focused on hurts, aches, and eating the right food (Goldman, Whitney-Saltiel, Granger, & Rodin, 1991) . Cremeens, Eiser, and Blades (2007) describe the use of concrete examples and ''thinking aloud'' as successful strategies used by children aged 5 to 9 years old to interpret abstract concepts such as health. The HD is inspired by these strategies by using concrete questions. Although there are difficulties in finding age-appropriate methods for research, it is vital that the research continues so that the child's perspective on health can be recognized. We suggest future studies and other study designs (e.g. quantitative longitudinal and qualitative studies) exploring children's SRH further.
School nursing implications
Conclusions and nursing implications are based on results from a Swedish context. The most important health variable tagging the preschool children's SRH was comfortableness in preschool. Also, experiencing good sleep, absence of severe headaches, being physical active/play every day, and not being a victim for bullying shows to be important preschool indicators for boys and girls.
